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Women's healthWomen have been migrating at similar rates to men for the past 40 years, and comprised about half of all
migrants in 2005. Women and children are most affected by displacement as a result of wars and human
trafficking. In some cases, the health of female migrants is improved via integration into better health
systems in the host country. More often, however, the health of female migrants is affected negatively.
Women are doubly disadvantaged because they are discriminated against as women and as migrants. Female
migrants are also highly vulnerable to acts of sexual abuse, rape, and violence. This is especially true for
women in refugee camps, whose reproductive health needs are often overlooked. To improve the health of
female migrants it is important to develop and implement policies that recognize and insist on the respect of
the rights of migrants.
© 2009 International FederationofGynecologyandObstetrics. PublishedbyElsevier Ireland Ltd. All rights reserved.1. Introduction
Migration has always been a major cause of population change.
Within countries people migrate from rural to urban areas to search
for better employment and to improve their socioeconomic condi-
tions. A similar pattern is seen with migration from low-income
countries to high-income countries, mainly for financial reasons. In
recent years another factor has been introduced as a cause of
migration: the increase in the number of wars around the world.
Civil wars and tribal conflicts occur in a number of low-income
countries and result in deaths and displacement of large numbers of
people. These displaced people usually have no option but to migrate
from their homes to find new places to live, either within or outside
their country. The majority of people affected by this forced move-
ment are women and children [1]. Migration is therefore a factor that
must be considered in today's issues surrounding women's health.
2. Women as migrants
Becausemigration is usually associatedwith the search for jobs it is
generally believed that most voluntary migrants are men. However,
estimates from the United Nations Population Division show that
women have been migrating at a similar rate to men for the past
40 years [2]. Focusing on international migration, it is estimated that
women comprised 50% of migrants in 2005 [3]. When the figures for
displacement resulting from wars are considered, women form the
majority of migrants globally. When men who are fathers migrate in
search of jobs, there is usually little pressure that their children will
join them. Inmost cases, men leave their children behind in the care of).
deration of Gynecology and Obstetricthemothers. However, the situation is different whenwomenmigrate.
Gender roles in most cultures lead to the expectation that womenwill
serve as the direct caregivers for the children. The result is that most
mothers who migrate are still faced with the direct pressure of caring
for their children. These women are under pressure to settle quickly in
their new places of residence so that they can be joined by their
children. Womenwhomigrate from low-income countries often leave
their children in the care of other family members and not necessarily
with the fathers. This situation only serves to increase the pressure to
get their children to join them.
Womenwho are displaced as a result of war usually movewith their
children and, because these women are usually the primary caregivers,
they have the responsibility of ensuring that their children get food
andother necessary resources, even though theyare in a situationwhere
they usually do not have the means of earning an income.
Lack of basic sanitation and public health services often compound
the lack of healthcare services for these refugees. Another dimension
of migration is human trafficking; andmost of the victims are women.
Some of these women become the victims of traffickers because they
need to improve their economic situation, while others are deceived
and then transported from their countries and forced to work to stay
alive.Women in such situationsmay originate from an environment of
violence and abuse and can end up as victims of violence, rape, and
abuse. It is estimated that about 2 million individuals are trafficked
annually and the majority of these are women and girls [2].
3. Health effects of migration
There have been several observations about the health of migrants.
One is that most voluntary migrants are generally in better health
than others in their country of origin because only healthy people will
decide to or be given the opportunity to migrate to search for jobs [2].s. Published by Elsevier Ireland Ltd. All rights reserved.
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status than in their countries of origin when the migration is from
low-income to high-income countries [4].
There are 3 models that try to describe the health effects of
migration. One is that as migrants are exposed to the living conditions
of their host country, they end up with health indicators that are
similar to that of the host country [2]. Another theory is that the stress
of having to settle in a newenvironment tends to have a negative effect
on the health of migrants [2]. The third model postulates that there is
an interaction between the stressors that lead a person to migrate and
the stressors involved in settling, and this interaction determines
the health status of the migrants [2]. Each of these theories recognizes
the contribution of the other two, which suggests that there are
multiple determinants of the health of migrants.
People who are displaced as a result of war are usually in a worse
state of health than the residents of the host country. Armed conflicts
also cause a rapid deterioration in the health status of the resultant
refugees [5]. The conditions under which most of these displaced
people live in the host country do not usually promote good health [6].
It has been reported that the reproductive health needs of women
are often overlooked even in the most organized refugee camps [6].
The insensitivity of health workers to women's needs is also more
pronounced in these camps [6]. Rape is used as a tactic of war and
women who have suffered such violence are sometimes subjected to
similar or even greater abuse in refugee camps [5]. A study of domestic
violence in refugee camps in Jordan showed a high level of
acceptability of domestic violence among both men and women [7].
This could suggest high levels of domestic violence in refugee camps.
Most migrants are never fully integrated into their host countries
[6]. They are faced with discrimination in many ways, for example
when looking for jobs. Many migrants are also unable to attain the
level of social importance they could have attained at home in their
host country. These factors end up affecting the psychological health
of migrants. In extreme cases, migrants who appear to be doing better
than the nationals in the host country may become targets of violence
in xenophobic attacks.
4. Migration and women's health
The effects of migration on women's health are varied. Migration
could result in theworsening or improvement of the health of awoman.
The resulting health effect of migration is determined by the conditions
under which the migration occurred, the extent of integration into
the host society, the social status of the woman in the host country,
and the prevailing health conditions in the host country.
A cohort study by Hawkins et al. [8] revealed the effect of the
existing maternal health behaviors on women migrating into the UK.
It has been shown that more drinking and smoking during pregnancy
occurs among white British/Irish mothers compared with women in
South Asia, the Caribbean, and Africa. There is also less breastfeeding
among white British/Irish women. The study by Hawkins et al. [8]
showed there was less smoking, less drinking, andmore breastfeeding
among migrants in the United Kingdom than among white British/
Irish women. However, the study found that femalemigrants who had
stayed longer in the UK were more likely to smoke and drink during
pregnancy and less likely to breastfeed than female migrants who had
not been in the UK for a long time. These findings are supported by
observations made by Kornosky et al. [9].
Women who migrate from low-income to high-income counties
aremore likely to benefit from the health system of the host country if
they speak the language of the host nation and have jobs. These
women benefit from programs for cervical and breast cancer screen-
ing that may not be available in their home countries, with a resultant
improvement in health status. However, womenwho do not speak the
language and do not have jobs are less likely to benefit from the health
system of the host nation [10]. Thesewomen are usually dependent onmen and may be unable to access the health system because of lack of
health insurance and problems arising from male dominance [6,11].
Being unable to speak the national language keeps these women from
learning about the available health services [11]. However, it has been
reported that in some cases migration to high-income countries could
result in a positive change to men's level of involvement in pregnancy
care, thereby improving maternal health [4].
Women do not have a high status in many societies throughout the
world. Womenwho are migrants are therefore doubly disadvantaged.
They are not regarded, firstly because they are women, and secondly
because they aremigrants [12]. Female migrants are highly vulnerable
to acts of sexual abuse, rape, and violence [6,13] andmay not be able to
seek redress through the legal system of the host nation [13]. This
situation is especially prevalent when women have become migrants
as a result of wars in their home country or when they are victims of
human trafficking. These women live in fear of both the national
authorities and the people responsible for maltreating them. Similar
situations can arise when women migrate voluntarily for economic
reasons, but do not have the appropriate immigration documents to
cover their stay. Some women travel to high-income countries with
false documentation to serve as domestic help for other migrants.
Even when they travel with genuine documents, such women do not
have the economic means to leave such “employment” if they are
unhappy and they may not have access to their own documents. The
fear of facing the unknown in a foreign country ensures that many
women continue to suffer the dehumanizing conditions they live and
work in, or continue to suffer repeated violence and abuse.
Even when women do not migrate, their health status can be
affected by migration. It has been shown that women whose partners
travel frequently are at higher risk of HIV infection thanwomenwhose
partners do not travel [14].
5. Improving the health of female migrants
To improve the health of female migrants it is important for all
countries to developand implementpolicies that recognize and insist on
the respect of the rights of migrants regardless of their immigration
status. There is a need to be more vigilant in both host and home
countries regarding detection and prosecution of people who engage in
human trafficking. Prospective migrants need to be clearly informed
about their rights and responsibilities in the countries theyaremigrating
to. This can and should be done in both the home countries and the host
countries. When migrants are in refugee camps, governments should
ensure that appropriate health services are provided that adequately
address all aspects of women's health, particularly reproductive and
sexual health. It must be remembered that these women often arrive
in poor health and with immediate, short-term, and long-term health
needs, many of which reflect reproductive health. It is also necessary
for all agencies and professional bodies involved in women's health
to continually raise the issue of the health and human rights of female
migrants.
6. Conclusion
Migration is a major issue facing the world today. The negative
health effects of migration are more prominent for women than men.
It is important that women's health advocates become involved in
improving the health of migrants.
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